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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . . H63-024144

DERPARTMENT OF PUBLIC HEALTH AND WELFA ’ '
i ii‘ ’ f STATE FILE :NUMBER .
Registrat trk e Primary Registration District No. -Registrar's No. ____ N,
%%Nmolrsv;rumf AMENDED : -

1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived: If institution: Residence before
VS 300 . COUNY.  Tron . STATE M{ ssour® couNY Tron admissian)
Rev. 4/59 b. COITRY (I outside corporate limits, giva TOWNSHIP only) Length of stay in 1b 3 Cé? Inside Limitsy

owh  Ironton — - owN  Ironton . Yes [T Ne [

¢. FULL NAME QF {iIf NOT in hospital, give location . Inside Limit d. STREET f: outside, gi 1
P LoNfaME O { pi 9 } nside Limits A , (H:cutside, give location) Reside on Farm

INSTIT_UTION Bapt . Home Yes [J No (] Yes []. No O
3. NAME OF DECEASED First Wadis Tast 4 DATE Month Day Vear

{Type or print
vee or prnt) CARRIE ELIZEBETH WHITENER | “A™ June 8, 1963

5. SEX 6. COLOR OR RACE 7. Married [J Never Martied [ 8. DATE OF BIRTH | 9- AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
Female Wh_i te Widowed XJ Divereed 0 | 12_28_79 83 Months | Days HoursT Min.

10a. USUAL OCCUPATION (Give kind of work doye 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or mnﬁ) 12, CITIZEN OF WHAT COUNTRY
duti f, 1Ko, If ratired -
ETS TS & L'rg Ve even If revired] Wayne Co. Mo. Uu. S. A
Faa. FATHER'S NAME “13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSERND OR WIFE

"Richard H. Barber Columbia Klien N. L, Wnitener

" 15. WAS DECEASED EVER IN U.S. ARMED FORCES? e —rasiiiceouameua— 117, INFORMANT Address
(Yes, no, or unknown} [{If yes, give war or dates of servi Homer Whitemer, KFlat River, ifo.

— |18 CAl.ISE OF ‘DEATH {Enter-only-one-causs pcr -line for (8}, -(b),-and {c}. —INTERVAL-BETWEEN—
PA RT 1. DEATH WAS CAUSED B . QNSET AND DEATH

IMMEDIATE CAUSE (a) Arteriosclerotic heart disease 5 years

o7 0
Y0470

DATE AMENDED

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to )
asbove cause (a),

stating' the under-

lying cause last. DUE TO (c)

PART I,  OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART llIl. f deceased was female was
disease condition given in PART | {a} there a pregnancy in lest 90 days.

) DWHIDNolDUnImown
19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART | or PART 11 of item 18.}
RMED? [ 0 O
YES 0 NO B3 ‘ ..

20c. TIME OF Hour Month, Day, Yeer
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g.. in or aboyt home, 20f, CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK farm, factory, street, office bldg etc.)

NOT WHILE AT WORK ] .
5.20-63 6-3-63 her . 5.30-.63

and last saw nmallw on

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. 1 sttended the d d from 7'30
Death occurred st ' ! hd m aon ate stated above, and to the best of my knowledge, from the causes stated.

{Degres or mu; 22b. ADDRESS T22¢c. DATE SIGNED

X SIONATURE . :
Z Ironton, Missouri o 6-8-63
T30, BURIAL, CREMATION, | 236, BAT Z3¢. NAME OF CEMETERY OR cnsmromr 73d. LOCATION (City, tawn, of county) {State)

Buptal 6/10/1963 |Barber Cemetery- Madison Co. HMo.

74. FUNERAL DIRECTOR ADDRESS 35. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE

Murphy L. Sparks Flat River, Mo, [9-—?"53 : g

{Licensed Embalmer's $t on Reverse Sida)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby -cerfify that the body whose name is recorded on the reverse sidé of this certificate was embalmed by me,

Student Em_balrner No.

or by _
working under my perscnal supervision.

Student

Signature of Studént Embalmer’

i sed Embaj\_ﬁ/ )
] P. O. Addr &.
Nofe: The 'aboveMUST “BE*SIGNED BY “THE LICENSED EMBALMER in hls OWN HANDWRlTiNG (Fai!ur’e to comply

“with the above- -constitutes grounds for revocation of license). .
.If embalmed, by a STUDENT he also shall stgn in_his QWN handwrmng v e

\If this body is noflembalmed fact should ‘be’so 'stated above: - L T oD L AaND

R R Hog= i 2t

-




